In the research project in my doctoral thesis I wanted to test the effects of a short preventive mental health program in secondary school. In 2007 there was established a longitudinal study with a test group and a control group (N=1671), built upon Solomon's design. Data was collected through questionnaires prior to intervention and at 1, 6, 12, and 24 months after the intervention. Effect sizes on the various indices are estimated in terms of (a) differences in improvements of total percentage scores and (b) Cohen's d. From t0 to t1, t2 and t3 the intervention group showed significantly greater progress in 6 out of 7 knowledge indexes, and 12 months after the intervention we found significant effects in reduction of mental health problems.
Introduction -Background
Clinical studies have shown that depression in adolescents is under-diagnosed and that too few receive treatment. In 2000 it was found in the U.S., that only 20% of severely depressed youth receive treatment. In the same study it was also found a high recidivism, and by the age of 24 years, many had developed other mental health problems and substance abuse problems in addition to depression, especially alcohol and drug abuse (Lewinsohn, Rhode, Seeley, Klein, & Gotlib, 2000) . Studies in Norway have shown that between 15 and 20% of children have mental health problems that go beyond their ability to function, and between 5 and 7% the problems is so severe that they need professional treatment (NDH 2000 , NOKC 2004 ). Reports and research indicate that these figures could be reduced by increasing knowledge through universal prevention, including such as behavioral changes and that knowledge increase could reduce the duration of untreated problems. For such a purpose, schools seem to be a suitable arena. "VIP" (the Norwegian abbreviation of Guidance and information about mental health), that was started in 2000 on the initiative of the user council at Blakstad hospital in 1999 (VV HT 2016) . The background for initiating the intervention was that users felt that if they had gained knowledge about mental health problems, disorders and where they could seek help before the problems started, they'd probably tackled the problems in a better way and sought help set earlier. The intervention is short (approximately five school hours in two weeks) focusing, first and foremost, on reducing incidence of mental health problems through building knowledge about mental health among the youth. Secondly, it contributes to a closer relationship between primary everyday venues and primary service for young people, across professions, sectors and services. In the school year 2007/08, VIP was conducted at 128 schools in 15 out of 19 counties. The program is founded on dialogue, empowerment and salutogenesis, and has elements of both prevention and promotion. In May 2005, the intervention was included in The Norwegian Directorate of Health cooperative project: "Mental Health in Schools" (NDH 2013) . Manuals for implementation are prepared for all parts of the project, and it requires no special prior knowledge of the teacher (more about the manuals, see the interventions website (VV HT 2016)). The implementation of the project is interdisciplinary and cross-sectional. It involves the coordinator of mental health in the community, the school administration and teachers, school nurse and specialist metal health services. The intervention differs from many types of school-based prevention activities through the focus on knowledge-dialogue based presentation and by the degree of involvement of the local support agencies (VV HT 2016).
Previous Effect Evaluation of Psycho Educational Interventions
In international surveys, including both longitudinal studies (Spence, Sheffield, & Donovan, 2005 ) and reviews of universal preventive interventions in depression (Cuijpers, van Straten, Smit, Mihalopoulos, & Beekman, 2008; Cuijpers, Munoz, Clarke, & Lewinsohn, 2009; Durlak, & Wells, 1997; Horowitz, 2006; Merry, McDowell, Hetrick, Bir, & Muller, 2009 ) and mental health, the relevant comparable effect sizes vary, where such are reported, between 0.26 to 0.57 (Lipsey, & Wilson, 1993; Merry et al. 2009; Weist, & Albus, 2004; Weisz, Sandler, Durlak, & Anton, 2005) . The dependent variables in the study encompass changing, self-perception, behavior, coping, problem solving, school and mental health climate, and referrals. Several review articles conclude positively about prevention and early intervention for anxiety and depression (Gillham, Shatte, & Freres, 2000; Greenberg, Domitrovich, & Bumbarger, 2001; Jané-Llopis, 2005 , Tennant, Goens, Barlow, Day, & Stewart-Brown, 2007 . When the interventions are universal, these generally accomplish a slightly weaker effect. On the other hand, they reach a much larger number of people and therefore can be justified with a relatively lower power. Thus, variations in relation to generalized effect are larger, the orientation remains mainly significant and positive (Arnarson, & Craighead, 2009; Aune, & Stiles, 2009; Farrington, & Ttofi, 2010; Merry, & Spence, 2007; Neil, & Christensen, 2009 ). There are a limited number of studies that have measurements at six and twelve months (Gladstone, & Beardslee, 2009; Lipsey, & Wilson, 1993) . The studies that have a longitudinal design have made findings that are consistent with the findings made in my research (Andersen, & Nord, 2010a; Andersen, Johansen, & Nord, 2010b; Andersen, 2011; Andersen, Johansen, & Nord, 2012 , available only in Norwegian). Some of the studies are of limited interest in our context, since they are selective and not universal (Neil, & Christensen, 2009; Merry, & Spence, 2007; Arnarson, & Craighead, 2009; Aune, & Stiles, 2009 ). These include programs that were aimed at reducing anxiety in anxiety patients.
The Effect Evaluation of VIP
The undersigned conducted from 2007-2010 an effect evaluation of VIP published as three articles in two Norwegian peer-reviewed journals (Andersen et al., 2010a; Andersen et al., 2010b; Andersen, 2011; Andersen et al., 2012) . The t4 analysis is ready for publishing in winter/spring 2017. The hypothesis has been that a universal preventive intervention in mental health, such as VIP, increases the level of knowledge, helping to change behavior and improving the mental health among adolescents. The research question was defined as: "Do the adolescent self-reported mental health status and behavior in relation to seek help for mental health problems change through participation in a universal preventive intervention, which aims to increase the knowledge and the basis for decision regarding own or others' mental health problems?"
Method
The research was built as a quasi-experimental method with test and control groups with Solomon's design. The key dependent variables in the project have been:
• self-reported mental health • pupils' skills to recognize signs of mental disorders • self-reported behavior in help-seeking • students' knowledge level about mental health I wanted to examine whether the intervention had an effect on these variables. Since I was interested in the whole range of indicators of mental health, and not primarily diagnosed disorder, I operationalized behavior and mental health through self-report. Nevertheless, I will emphasize that I am aware that there may be discrepancies between self-report and clinical ratings. Changes are examined through self-reporting throughout repeated data collections among the same students. To assess the effects I have done comparisons of changes in sum scores or latent variables between the intervention and control group.
Design
For the assessment of mental health, I have used the self-report form of SDQNor (Heyerdahl, 2003; Van Roy, Groholt, Heyerdah, & Clench-Aas, 2006; Ronning, Handegaard, Sourander, & Morch, 2004; Goodman, Meltzer, & Bailey, 1998) . In the form, the various statements were answered as "not true," "somewhat true" or "certainly true" considered for the last six months. Each statement is scored the 0, 1 or 2. Since anxiety represents a relatively stable 10-20% of the clinical cases reported in Norway and SDQ-Nor not explicitly cover this area, I have chosen to add to the scale "anxiety symptoms", from the longitudinal TOPP study organized through The Norwegian Public Health Institute (Mathisen, 2013) . Scoring 0-10 (α = 0.68). To assess changes in the other three outcome variables there were developed 7 indexes:
1. Familiarity with mental illness. Rate Scale: 0-12. 2. General knowledge about mental health. Rate Scale: 0-15. 3. Knowledge of different expression of diagnoses. Score Scale: 0-44. 4. Ability to connect symptoms to diagnosis. Rate Scale: 0-50. 5. Confidence in treatment. Rate Scale: 0-12. 6. Knowledge of support services related to mental health in general. Rate Scale: 0-30. 7. Knowledge of local community support services in mental health. Rate Range: 0-8. For questions about knowledge, in cooperation with two professors at the University of Oslo it was decided in advance what the right answer was. Similarly, for attitudinal and behavioral questions determined what is the most desired attitude or behavior. Information was collected through questionnaire prior to the intervention (t0) and 1 (t1), 6 (t2), 12 (t3) and 24 (t4) months after the intervention. At each data collection point, knowledge was measured as a percentage of the maximum score on the set of indexes, while the incidence of problems was measured by SDQ-Nor and scale for anxiety.
To measure the dimensionality of the self developed indexes there are conducted analyzes of internal correlation and principal component analysis with Varimax rotation. The reliability is calculated using Cronbach Alpha/Kruder-Ricardsons (KR-20). The reliability of the scales and subscale has proven to be somewhat variable with alpha values between .437 and .972. For the analysis of the data sets collected we have used SPSS, version 14. The internal consistency of the scales has been calculated using Cronbach's alpha, while reliability of the scale and any individual items used have been estimated through a test-retest study. Effect sizes have been specified as Cohen's d-values (Cohen, 1988) . Since the intervention largely has an intrinsic goal of changes in the psychosocial school environment, the allocation to groups is carried out from school and not classes. In all the statistical analyzes where there have been such opportunities, I have controlled for cluster effects without any finding of such (Shadish, Cook, & Campbell, 2002; Cohen, West, & Aiken, 2003; Goldstein, 1995) .
Sample and Response Rate
The sample were a total of 880 pupils in Akershus county, where the intervention was implemented, compared with 811 students from Vestfold county who did not participate in this or other interventions on the completion date. Total average response rate from t0 to t3 was 79.3% for the intervention group and 76.7% for the control group. The individual questions were grouped, it was made basic additive sum scores, and changes were described using difference scores, total percent change, and Cohen d with its belonging significance test. 
Results
The main findings are that the program provides quite strong effects in the short-term when it comes to knowledge of mental health and support services. From t0 to t1, the intervention group significantly improved on the index "knowledge of mental disorders" (10.2% improvement, Cohen's d = 0.58), "general knowledge about mental health" (4.4% -0.30), "ability to coupling of symptoms to diagnosis" (3.1% -0.34), "knowledge of the support services in mental health in general" (11.6% -0.51) and "knowledge of local community support services in mental health" (11.3% -0.74). Knowledge about mental health seems to keep up pretty well in the first year after the intervention, while knowledge of the support services seems to be considerably forgotten. After six and twelve months we observed a small effect on help seeking. Even more important, it seems to be a fairly surprising moderate to strong and significant beneficial effect on the prevalence of mental health problems. From time t1 to t3, we found significant differences between the intervention and control groups in change of the symptom level. On the SDQ-Nor total score I found a 16.5 % relative reduction in mental health problems, d = 0.15. In sub score "peers problems" (hereby also question about bullying) a relative reduction 31.8 %, d = 0.31, and a 53.5 % relative reduction anxiety problems, d = 0.37. The program also seems to be a cost-effective intervention for schools. 
Conclusion
The effects on mental health in the presented research project were most prominent in areas where improvement is largely dependent on the confidence and social contexts. The hypothesis is therefore that the psycho-educational effects of the intervention contribute, through changes in young people's insight/knowledge, which provide a higher degree of social support, increased knowledge for better decision making, reduction of stigma, lowering of the threshold for sharing problems and greater confidence in interpersonal processes, to improve the mental health of young people (Rüsch, EvansLacko, Henderson, Flach, & Thornicroft, 2011) . Besides this research project, there is currently little research evidence on the effects of universal preventive mental health interventions in terms of changes in mental health. A search in the databases PubMed, MedLine, PsycInfo, Embase, Cinahl, The Cochrane Library and Eric, conducted in November 2011, gave no hit on studies of universal preventive interventions in mental health and behavioral problems with power ratings/ effect assessment of mental health indicators using internationally validated instruments as SDQ or HSCL-10. Nevertheless we know that many young people have mental health problems or disorders. Previous clinical studies have also shown that early intervention is of great importance with respect to prognosis. Early help from the health care system will provide young people with mental problems faster recovery and reduced risk of recurrent, severe illness periods, simultaneously the chance that the patient can live a normal life increases significantly. In order to get early help, however, the youth knowledge of the area is essential. Sig. t-test ,001***
